The clear cell carcinoma is a relatively rare tumor, represented approximately 85% by renal cell carcinoma (RCC), but has a characteristic of early metastatic, which sometimes spread to unusual places. Metastatic tumors in the paranasal sinuses are very rare. This case report a 65 years-old patient who presented sinusitis and epitaxis as a first sign of renal cell carcinoma with metastasis to the right maxillary sinus, which was opereted at Lagoa Hospital-RJ and strengthen the inclusion of this disease in the differential diagnosis of sinus disease. The renal cell carcinoma is a relatively rare tumor, representing approximately 3% of malignant tumors. About a third of patients with renal cell carcinoma have metastasis at diagnosis. The sinuses are a rare location of metastasis. The maxillary sinuses and the paranasal sinuses are most commonly affected by metastatic tumors to the sinuses region. The most frequent primary tumor to metastasis to paranasal sinuses is the renal cell carcinoma. This report highlights the rarity of the case and the importance in the differential diagnosis of sinus disease.
Introduction
The clear cell carcinoma is a relatively rare tumor with an incidence of 9.6 per 100,000, represented approximately 85% by renal cell carcinoma (RCC) [1] .
About 30% of patients have metastasis at diagnosis and 40% to 50% will develop distant metastasis after initial diagnosis.
The renal cell carcinoma is characterized by early metastatic spread and short survival in part by the limited treatment options, resulting in poor response to chemotherapy and radiotherapy. Regarding distant metastasis, the organ most affected is the lung, followed by bone and liver [1] .
The pranasal sinuses are a rare location of metastasis. Renal cell carcinoma is the primary tumor which most frequently metastasis in the sinusal region [2] .
Symptoms are unspecific, but the epistaxis corresponds the most common sign due to the high vascularizations of the tumor. Prognosis is uncertain. The survival rate fluctuates between 15% -30% at 5 years [2].
Because of this rarity, the literature shows few reports of this entity.
Objective
The objective of this study is to report a case of sinusitis and epistaxis as a first sign of renal cell carcinoma with metastasis to the right maxillary sinus and strengthen the inclusion of this disease in the differential diagnosis of sinus disease.
Case Report
A 65 years-old male patient, white, ex-smoker (1957) (1958) (1959) (1960) (1961) (1962) (1963) (1964) (1965) (1966) (1967) (1968) (1969) (1970) (1971) and hypertension, admitted to the otolaryngology clinic of the Lagoa Hospital on 09/10/09 with a history of intermittent episodes of epistaxis and sinusitis for four months. He had no other complaints from back pain. Initially treated with amoxicillin 500 mg for 14 days showed no significant improvement.
He returned for reassessment days referring persistence of symptoms and progressive proptosis. (Figure 1) The patient underwent nasal endoscopy that diagnosed a tumor in the right maxillary sinus and underwent biopsy. Further evaluation with computed tomography (CT) of paranasal sinuses showed the lesion in the right nasal cavity (Figure 2) . The biopsy showed clear cell carcinoma (Figure 3) , confirmed later by immuno-histquimico (CD 10, EMA, Vimentin, and AE1/AE3).
During systemic evaluation (abdominal ultrasound, CT of the abdomen and chest CT), there was respectively: solid mass within the left kidney suggestive of renal cell tumor (Figure 4) , bone lesion in the lumbar spine consistent with metastatic disease, and absence of pulmonary nodules suggestive of metastasis.
The patient underwent laparoscopic radical nephrectomy (14/12/09) of the left kidney and anatomical study -Part pathological kidney showed a weight of 235 gram, measuring 12. After the surgery, began systemic therapy with sorafenib 200 mg 2 pills of 12/12 hours and radiotherapy for control of secondary implant in the maxillary sinus and bone lesion in the lumbar spine.
Although, the therapeutic measures were implemented in an attempt to control the disease and increased survival, the patient died four months after surgery.
Discussion
The renal cell carcinoma is a relatively rare tumor, representing approximately 3% of all malignant tumors [3] .
About a third of patients with renal cell carcinoma have metastasis at diagnosis. Of the remaining two thirds, about 50% will have disease recurrence after treatment of the initial lesion [4] .
The development of metastatic disease is a selective and regulated process. Only a subpopulation of cells in the primary tumor has the properties of genetic, biochemical, immunological and biological for metastasis [5] .
The major route of spread of RCC is hematogenous, via the renal vein, which communicates with the superior vena cava and right atrium and lung. Considering that hematogenous spread is the main cause of distant metas-tases, microvascular invasion can be essential for metastasis. [1] A study by Dall'Oglio observed recurrence in 28 of 59 patients (47%) with microvascular invasion after radical or partial nephrectomy, while only 11 of 171 (6%) without microvascular invasion had recurrence.
Since the middle of last century, multiple institutions have correlated the size of the primary RCC with significant risk of developing synchronous and asynchronous metastasis. The renal cell carcinoma with a diameter of 3 cm or less, has lower potential to cause metastasis. However, the cancer spreads to other organs in a small number of cases, which can't be ignored.
The risk of metastatic disease in tumors smaller than 3 cm is negligible. Klatte et al. reported that 20 of the 392 cases (5.1%) with tumors 2.1 to 3 cm had metastasis. Kunkle et al. was only one case of metastasis synchronous and asynchronous after nearly another 500 surgeries on tumor between 2 -3 cm. Haruki et al published a series of 165 cases of RCC 3 cm or less, in which 10 cases of metastasis (6.06%) were observed. Houston et al reported a retrospective study of 2367 cases of RCC, where 162 patients had documented metastatic disease. Only 1 of 781 patients (0.1%) with a primary tumor smaller than 3 cm had metastatic RCC in the presentation. When the primary tumor size was 3 cm or more, the risk of M1 RCC gradually increased from 1.8% to 17.0% in patients with tumors 3 to 3.9 and 7 cm or more, respectively.
Regarding distant metastasis, the organs most affected are the lungs followed by bone and liver [2].
However, as metastasis has been reported in the literature for other less common sites such as pancreas, vagina, skin and sinuses.
The maxillary sinuses and the paranasal sinuses are most commonly affected by metastatic tumors to the sinonasal region, followed in frequency the ethmoid sinus, frontal and sphenoid [6] .
The paranasal sinuses are a rare location of metastasis. The most frequent primary tumor to metastasize to paranasal sinuses is the renal cell carcinoma [2] .
The secondary tumor of the paranasal sinuses is very rare with less than 100 cases reported in the literature up to 2001 [7] .
A literature review revealed 169 studies involving 123 cases of secondary tumors in paranasal sinuses. Of these, 69 cases had the RCC as the primary site, followed by bronchogenic carcinoma (15 cases), breast cancer (14 cases), thyroid cancer (13 cases) and prostate cancer (12 cases) [8] .
Kaminski et al. documented 46 cases of metastatic tumors to the head and neck and only four for the nasal cavity and paranasal sinuses. Of these, only one case of RCC with metastasis to the maxillary sinus in a man of 69 years, which was treated with multiple palliative re-sections [9] .
Symptoms are unspecific, but the epistaxis corresponds the most common sign due to the high vascularizations of the tumor. Prognosis is uncertain. The survival rate fluctuates between 15% -30% at 5 years. [2] Depending on the affected anatomical area, patients might have symptoms similar to the ones presented with a primary tumor of the area. In many occasions, only a biopsy will give a final diagnosis and provide the treating physician with a pathway to follow [6] .
The initial evaluation of the tumor in the nasal cavity should follow the following sequence: nasal endoscopy, CT of the paranasal sinuses and the tumor biopsy (gold standard).
The evaluation system should be immediately performed to determine the extent of metastatic disease and the therapeutic setting.
Patients with metastasis to the nasal cavity are candidates for surgical resection of primary tumor, even in the presence of other metastasis.
Although we have very little data in the literature about RCC and metastasis to paranasal sinuses, the recommended treatment of metastatic RCC is radical nephrectomy/cytoreductive. First-line treatment is surgical, due to low radiosensitivity, with radiation therapy as a possible second line [10] [11] .
The removal of primary renal cell carcinoma can lead to regression of secondary lesion in 1% to 2% of cases, as well as specific cancer survival improves significantly, regardless of histological type, tumor size and patient age [12] .
Our service was the treatment of metastatic lesion with radiation therapy due to non-resectability of the lesion and then performed left laparoscopic radical nephrectomy followed by adjuvant treatment with Sorafenib.
Conclusions
Metastasis to the nasal cavity as the first presentation of a renal clear cell carcinoma is rare, although the diagnosis of a metastatic lesion alone represents a sign of poor prognosis, the evolution of knowledge in oncology has allowed increased survival of cancer patients.
This review highlights the rarity of the case and the importance in the differential diagnosis of sinus disease.
